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THE UTILITY OF THE CHILD AND ADOLESCENT FUNCTIONAL ASSESSMENT SCALE
(CAFAS) IN IDENTIFYING OUTCOMES OF STUDENTS WITH EMOTIONAL DISTURBANCE
SERVED IN A DAY TREATMENT PROGRAM
MITCHELL D. MOISIO
ABSTRACT
This study investigated student outcomes by analyzing archival PEP client
data from the Child and Adolescent Functional Assessment Scale (CAFAS; Hodges,
2000). Participants were students with severe emotional and behavioral problems,
being served by the Positive Education Program’s (PEP) Day Treatment Centers in
a midwestern urban center. The CAFAS is a multidimensional rating scale that
measures degree of behavioral and emotional impairment across domains in
children and adolescents. In addition to subscale and total score analysis, the
CAFAS permits analysis of subscale score results in terms of CAFAS Tiers that
represent different client types (Hodges, 2004). Hodges (2004) indicated that
CAFAS Tiers are a research-based way of assigning clients to diagnostic groups
based on the level of impairment in their functioning. CAFAS Tiers have multiple
potential utilities which include screening clients for serious problems (i.e., selfharm potential), linking research-based treatments to specific client needs, and
assisting agencies with staff training needs and cost allocation decisions (Hodges,
2003a, 2004).
This study investigated the utility of the CAFAS in identifying outcomes for
PEP students (aka: children, clients, youths) as a function of their CAFAS Tier
v

type. PEP clients’ CAFAS Tier type and change in CAFAS scores were compared
over a one year period.
Results showed that four out of five Tier types demonstrated significant
score reduction between first and last CAFAS. Tier groups with highest
impairment (i.e., highest overall CAFAS scores at intake) showed the greatest
amount of score reduction from first to last CAFAS. The Thought Problems and
Delinquency Tiers remained significantly impaired on the Thinking and Community
subscales. Lastly, the membership in the severe Tiers’ groups at intake decreased
by last CAFAS—except for the Thought Problems Tier. Potential benefits of this
study include (a) a means to more closely analyze PEP students’ outcomes, (b) a
basis to modify treatment protocols, and (c) a way in which staff training needs
can be assessed.
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CHAPTER I
INTRODUCTION
Before federal regulations were established to facilitate services for
children with disabilities, only one in five disabled students received public
education (Lee, 2003). As a result of the implementation of the Individuals with
Disabilities Education Act (IDEA) over the past three decades, approximately 6.5
million students with disabilities have been served, and 97% of those youth
attended regular schools (Lee, 2003). Today, students with disabilities are not
only entitled to a free appropriate public education (FAPE), but it is a legal
requirement that every public school district seeks out, identify, and serve
children with disabilities (Federal Register, 2006; IDEA, 2004).
Of the several different special education disabilities currently defined
under IDEA, children identified with emotional disturbance (ED) account for
approximately 1% of the school-aged population (Hallahan, Keller, & Ball, 1986;
Kauffman, 2005). Compared to other types of disabilities, students with ED are
most at risk for failing to complete school with a dropout rate of about 40%
(Wagner, 1995). Further, the National Agenda for Achieving Better Results for
Children and Youth with Serious Emotional Disturbance (1994) found that students
1

with ED miss more school, are retained more often, and receive more failing
grades than any other disability group. Students with ED experience longer delays
in finding employment after graduation from school, and are more likely to hold
several part-time jobs as opposed to a single job over time. They are also less
likely to complete a post-secondary program. Obviously, longitudinal data suggest
a poor prognosis (Malmgren, Edgar & Neel, 1998; Wagner, D’Amico, Marder,
Newman, & Blackorby, 1992).
Recognizing the scope of the problems related to students with ED, the
U.S. Department of Education published the National Agenda for Achieving Better
Results for Children and Youth with Serious Emotional Disturbance in 1994. This
agenda focused on seven targets:
-Positive learning opportunities and results,
-School and community capacity,
-Diversity,
-Collaboration with families,
-Appropriate assessment,
-Ongoing skill development and support, and
-Comprehensive and collaborative systems.
Based on the findings of the National Agenda, Osher and Hanley (2001) identified
programs across the nation that exemplified the National Agenda in their
practice. One such program is the Positive Education Program (PEP) in Cleveland,
Ohio. PEP is a 35-year-old agency co-founded by Drs. Rico Pollotta and Lee
Maxwell in 1971. It currently operates as a non-profit mental health agency under
2

both the Cuyahoga County Community Mental Health Board and the Educational
Service Center of Cuyahoga County. It consists of ten day treatment centers, two
early intervention centers, and provides a variety of other services including, but
not limited to, PEP Assist, Day Care Plus, Early Start, Connections, Diagnostic
Assessment Service, and Group Homes (Maxwell, 2003; Osher & Hanley, 2001;
Positive Education Program [PEP], 2006a).
PEP is one of many agencies dealing with an overall trend in education and
mental health for increased accountability—especially for programs receiving
state and local mental health funding. In fact, programs such as PEP have
increasingly stringent requirements to collect evaluative data for identifying
clients, measuring performance and outcomes, and making funding decisions
(Bates, 2001; Garland, Kruse & Aarons, 2003). To meet these demands, many
agencies, including PEP, use multidimensional assessment tools such as the Child
and Adolescent Functional Assessment Scale (CAFAS; Hodges, 2000). The CAFAS is
a multidimensional rating scale that measures degree of impairment across
domains in children and adolescents (Hodges, 2003a). The CAFAS is widely used
and has been adopted in more than 20 states and at local levels (Bates, 2001;
Hodges, Wong & Latessa, 1998).
The CAFAS is particularly useful for mental health agencies because it can
monitor and track behavioral change among students through regular
administration. In addition, the overall total score can be interpreted through
descriptive levels of dysfunction in impairment. For example, a total score of 100130 indicates that a “Youth likely needs care which is more intensive than
3

outpatient and/or which includes multiple sources of supportive care” (Hodges,
2000, p.1; also see Appendix C).
The CAFAS can also be used to categorize youths into client types or CAFAS
Tiers (Hodges, 2004). CAFAS Tiers are a research-based way of assigning clients to
diagnostic groups based on the severity of their impairment in functioning.
Hodges (2004) listed some potential advantages of screening youth this way. For
example, the CAFAS Tiers screening process can quickly identify clients who may
need to be more closely monitored (e.g., those with thought problems and/or
self-harm risk); or to develop more specialized treatment protocols. CAFAS Tiers
can also serve as a means to look at client progress and outcomes over time as a
function of Tier type. CAFAS Tiers are arranged by type and severity—making
changes in Tier type clinically meaningful.
Fortunately, PEP has been collecting CAFAS data on many of its clients for
several years; and results of the 2005 and 2006 outcomes generally show
favorable overall gains across the entire client population (PEP, 2005b, 2006b).
While these data are meaningful, a next logical step is to more closely analyze
outcomes for PEP clients as a function of CAFAS Tiers or client types. In doing so,
this research has the potential to (a) identify which client types make the most
improvement as measured by the CAFAS, (b) assist with developing specific
treatment protocols for different kinds of clients, (c) help with cost allocation
and planning, (d) provide program evaluation data, and (e) potentially assist with
identifying staff training needs. In order to conduct this study the following
research questions will be addressed.
4

Research Questions
1. What is the magnitude of CAFAS score change across all Tier types
(i.e., total score) between first and last CAFAS?
2. What is the magnitude of CAFAS score change relative to each individual
Tier type between first and last CAFAS?
3. What is the magnitude of the difference in CAFAS Tier score change when
individual Tiers are compared?
4. What is the pattern of differences in subscale scores for each Tier at the
last CAFAS administration?
Definition of Terms
The following definitions clarify the meaning of important terms in the
current research:
Child and Adolescent Functional Assessment Scale (CAFAS)
The CAFAS is a multidimensional rating scale that measures degree of
impairment across domains in children and adolescents. Impairment is the extent
to which the child’s problems interfere with his functioning across eight different
subscales including: School/Work, Home, Community, Behavior Towards Others,
Moods/Emotions, Moods/Self-Harm, Substance Use, and Thinking. A rater familiar
with the child; and who has been trained in its use, completes the scale resulting
in eight subscale scores and a total score (Hodges, 2003a).
CAFAS Tiers
A way of categorizing client types based on individual client scores on
the CAFAS subscales. Hodges and Wotring (2000) used cluster analysis to generate
5

client-type clusters based on mean total and subscale scores. The original five
clusters were further expanded to eight Tier types (Hodges, 2003a, 2004). The
CAFAS Tiers in order of severity from most to least are Thought Problems,
Maladaptive Substance Use, Self-Harmful Behavior, Delinquent Behavior, Behavior
Problems with Moderate Mood Disturbance, Behavior Problems Without Moderate
Mood Disturbance, Moderate Mood Disturbance, and Mild Mood and/or Mild
Behavioral Problems (Hodges, 2004). Membership in each Tier is determined by
subscale score analysis. Each Tier has its own algorithm for membership (see
Table 1).
Emotional Disturbance
Emotional disturbance (ED) is a term from the Individuals with Disabilities
Education Act (IDEA, 2004). ED is an educational disability that includes
students with emotional and behavior problems. The IDEA definition
of ED is the following:
A condition exhibiting one or more of the following characteristics over a
long period of time and to a marked degree that adversely affects a child’s
educational performance:
(A). An inability to learn which cannot be explained by intellectual,
sensory, or health factors;
(B). An inability to build or maintain satisfactory interpersonal relationships
with peers and teachers;
(C). Inappropriate types of behavior or feelings under normal
circumstances;
(D). A general pervasive mood of unhappiness or depression; or
(E). A tendency to develop physical symptoms or fears associated with
personal or school problems.
(ii) Emotional disturbance includes children who are schizophrenic, but
does not include children who are socially maladjusted, unless it is
determined that they have an emotional disturbance (Federal Register,
2006, ss300.8, [4][i], p. 46756)
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Individuals with Disabilities Education Act (IDEA)
IDEA is a federal law that was first enacted in 1975 (i.e., The Education
for All Handicapped Children Act, PL 94-142). It requires that all public schools
provide special education services for children with disabilities. The law also
requires school districts to provide necessary accommodations, modifications and
supplemental aides and services sufficient for a child to make progress in school.
It was most recently amended in 2004 and renamed the Individuals with
Disabilities Education Improvement Act (Federal Register, 2006; IDEA, 2004).
Positive Education Program (PEP)
The Positive Education Program is a combined mental health and special
education program serving children in northeast Ohio. It is comprised of several
day treatment centers and other programs that provide services for students with
emotional and behavior problems ages preschool through 21. A more in-depth
description is provided in Chapter II (PEP, 2001, 2003, 2004, 2005a).
Clinical Implications
Hodges and Wotring (2004) wrote “The consistently poor outcomes for
some types of clients have generated a genuine interest among clinical staff in
learning and implementing evidence-based treatments” (p. 396). The primary
clinical implications of this study arise from the potential interpretation of
outcome data. Interpretations of client outcomes serve to assist in formulating or
modifying treatment programming decisions, making funding decisions, and
monitoring care at the systems level across agencies and programs (Garland, et
al., 2003; Hodges, 2004).
7

The research questions that this study poses center around which students’
CAFAS scores—according to CAFAS Tier type—change most over time in PEP’s day
treatment program. Having statistical data to address this question could
potentially help PEP and other service providers customize treatment programs
and resources to existing and future students’ needs based on their CAFAS
profiles.
Limitations
Since this study is archival, the limitations to this research are primarily
related to the sample size and inability to control for rater bias. However, the
CAFAS requires that the rater be well-informed about the child, and have
achieved a level of reliability as a rater (Hodges, 2003). These factors should offer
some control over these limitations.
Conclusion
The purpose of this chapter was to provide a brief description of the
research topic, and the importance of the research. The questions intended for
examination, significance, and limitations of this study have been identified. The
following chapter will provide a review of literature that is relevant to the topic
of investigation.

8

CHAPTER II
LITERATURE REVIEW
The primary purpose of this chapter is to review relevant research related
to this study. The chapter is divided into four sections. The first section outlines
the history of public interest and education as they relate to students with
emotional and behavior problems. Historical and current perspectives of children
with emotional and behavior problems and treatments are reviewed here. In the
second section, the characteristics of students with emotional disturbance are
explored—including descriptions of the problematic types of behaviors they tend
to exhibit. The third section reviews the types of services that are currently
available for this population—including special education in public schools to more
restrictive settings—such as day treatment programs. In the next section, the
importance of assessing outcomes for this population is discussed. Finally, the
summary concludes this chapter with the proposed research questions.
The History of Children and Emotional and Behavior Problems
In The Beginning
For a long time, children were described and viewed as “miniature” adults

9

and therefore a separate stream of research on children was virtually
nonexistent. Neither doctors nor teachers realized that children may be different
from adults—they just grew up and that was that (Kanner, 1967; 1973). The
earliest inkling of interest in child development may be attributed to Johann
Amos Komensky (or Comenius). Komensky was a Moravian Church educator who
wrote several books during the Thirty Years’ War (1618-1648). In his writings, he
advocated for gradual instruction of “habits, diction, and grasp of the
environment” (Kanner, 1967, p. 117-118). Also in the 1600s, John Locke suggested
that children’s education should be based on “native instincts and capabilities,”
and therefore it was important to study children (Kanner, 1973, p. 189).
In 1762, Jean Jacques Rousseau published his book, “Emile” which actually
makes a direct plea for the study of children and illustrates developmental
observations of his own child. This work led others such as Stanley Hall and
German educator, Bartholomäi (1870) to chart development of children in similar
ways in the second half of the Nineteenth Century. They began to gather survey
information about differences in children. Stanley Hall had thousands of parents
fill out questionnaires about their children’s development; and Bartolomäi
surveyed what he referred to as “the contents of children’s minds” upon entering
school (Bartholomäi, 1870; as cited in Kanner, 1967, p. 118). The findings were
presented in terms of percentages (Kanner, 1967).
As the beginnings of identifying and describing deviations in children
emerged, so did the terminology for the individuals who were deviant. Some of
the most primitive descriptions included terms like “insane” or “idiots” (Kanner,
10

1967; 1973; Kauffman, 1989, p. 47). Distinctions were made between the two
terms, however a legal separation was not made until 1886 in England (Hayman,
1939; as cited in Kauffman, 1985).
Of course no historical account of child study, disorders, and treatments in
the 1700s would be complete without mentioning the work of Jean Marc Gaspard
Itard. Itard worked with the “Wild Boy of Aveyron.” As the story goes, the boy
was found in the forest where he had been abandoned for quite a while. Itard
thought him to be severely retarded, but was convinced that the boy could be
taught skills, and indeed he could. This remarkable accomplishment provided a
basis for some of the principles still used in today’s educational methods for the
disabled (Kanner, 1967; Kauffman, 1985; Lane, 1976).
The Nineteenth Century

The beginning of the Nineteenth Century brought improved and kinder
treatments for those considered insane and idiots. This was largely due to new
emphases on individual rights and freedoms after the American and French
Revolutions (Kauffman, 2005). Private and public efforts to cure the problems of
idiocy and insanity were evident in the first half of the century. Education was
the preferred treatment and humanistic teaching methods were employed—which
are strikingly similar to modern techniques used today (i.e., methods were based
on individual assessment, were very structured, and emphasized the teaching of
self-help skills) (Brigham, 1848; as cited in Kauffman, 1985). By the middle of the
Nineteenth Century, new institutions for children who were delinquent and/or
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“intellectually limited” flourished (Brigham, 1845 as cited in Kauffman, 1985 p.
46; Kauffman, 1985).
However, with a changed economic and social climate after the Civil War,
pessimism regarding the treatment of the mentally ill was more common
(Kauffman, 2005). The causes of their disorders were thought to be irreversible
and were generally attributed to masturbation, heredity, overwork, religion or
disease (Kauffman, 2005). In fact, masturbation was so intolerable during the
Nineteenth Century extreme attempts like castration and ovariotomy were made
to stop it (Bremner, 1971).
At the end of the Nineteenth Century, despite some regression after the
Civil War, there were notable advances too. For example, several textbooks were
published that began to deal with etiology and classification of psychiatric
disorders (Kanner, 1960 as cited in Kaffman, 1985). A psychoeducational clinic
was established by Lightner Witmer at the University of Pennsylvania in 1896; and
Chicago and Denver established the first juvenile courts in the country in 1899. It
is likely that many of these events in the latter part of the Nineteenth Century set
the stage for significant growth in the Twentieth Century (Kauffman, 1985).
The Twentieth Century
In the first half of the Twentieth Century several positive accomplishments
were made related to the mental and physical well-being of children (Ollendick &
Hersen, 1983; as cited in Kaufman, 2005). The first teacher training programs in
special education began in Michigan in 1914. All states had compulsory education
laws by 1918 (Kaufman, 1985, 2005). While the field of children’s emotional and
12

behavior disorders was clearly emerging in first part of Twentieth Century, the
field of “child psychiatry” was not presented until 1937 by the French pioneer
named Heuyer at the First International Congress in Paris (Kanner, 1973). While
child psychiatry was developing, so were professional organizations related to
children with emotional and behavior problems. In 1922, the Council for
Exceptional Children was founded. It included mostly educators along with some
parents and other professionals. Then, in 1924, the Orthopsychiatric Association
was established and was mostly made up of psychiatrists and psychologists
(Kaufman, 2005).
Concern for the physical and mental health of children was becoming more
of a priority in the early 1900s. In 1919, Ohio enacted a law for the care of
children with handicaps; and by 1930, 16 states had laws allowing school districts
to recover some of the costs of educating students with handicaps (Kauffman,
1985, 2005).
In the 1930s, child guidance clinics were becoming fairly common even
though child psychiatry was a relatively new discipline (Kanner, 1973). In fact,
their existence helped to promote treatment for not only severe childhood
problems, but also more mild issues. They also promoted collaboration among
agencies and helped to draw attention toward exceptional children (Kanner,
1973; Kauffman, 1985).
During World War II and the Great Depression, funds and attention were
diverted from education. Most of the special programs were for the mild mentally
retarded with few programs for children with severe behavior problems—except in
13

larger cities (Henry, 1950 as cited in Kauffman, 1985). Even though specialized
programs were few, work and progress on defining characteristics of childhood
disorders were flourishing. Dr. Laura Bender wrote on the topic of childhood
Schizophrenia and started the children’s ward at Bellevue Psychiatric Hospital in
New York City. In 1934 Leo Kanner was beginning to study Autism at Johns
Hopkins University Medical School (Kauffman, 1985, 2005).
Towards the middle of the Twentieth Century, the first book describing
teaching techniques for children with behavior problems was published by
Kornberg (1955) (as cited in Kaufman, 1985); and scholars saw that specific
techniques were needed to assess and identify children with emotional and
behavior problems in school. In the 1960s and 1970s, interventions for children
with severe emotional and behavior disorders were gaining interest and several
treatment approaches emerged (Kauffman, 2005).
Behavior modification had the widest acceptance—today known as applied
behavior analysis (Kauffman, 2005). It is no doubt that B. F. Skinner’s classic
work, Science and Human Behavior (Skinner, 1953), played a vital role in gaining
acceptance for a behavioral approach. Labrador (2004) wrote the following:
Skinner is, without a doubt, one of the most predominant figures in the
development of Behavior Modification and Behavior Therapy. Skinner’s work
is essential to the development of Behavior Modification and Behavior
Therapy. Beginning with the social need for efficient psychotherapy, and
after having generated a solid theoretical body of behavioral laws, Skinner
indicated and also developed the appropriate path towards efficient
interventions for unadaptive behavior. He developed a new theory
regarding abnormal behavior (psychopathology), as well as a procedural
model for evaluation (diagnosis) and intervention: “The functional analysis
of behavior”. His applications for this kind of work are pioneering and at
the same time, he is the agglutinant figure of what we today call “Behavior
Modification and/or Therapy” (p. 178).
14

Eventually Skinner’s work found its way to schools and classes for children with
behavior problems. One of the first pilot programs was implemented in 1968 by
Frank Hewitt and colleagues at the University of California at Los Angeles and in
the Santa Monica School System. They created what would become one of the
most replicated classroom programs for children with behavior problems, the
Engineered Classroom. Its structure relied heavily on behavior modification and
behavior analysis (Hewett & Taylor, 1980).
Behavior modification techniques were clearly the predominant therapeutic
approach for students with behavior problems, but not the only approach. In the
1960s Nicholas Hobbs, a professor and very well-accomplished child advocate,
started Project Re-ED—a new approach for treating troubled children. His ReEducation method focused on building positive relationships with children. Instead
of conceptualizing emotional and behavior problems as a symptom of the
individual, he thought they were more closely related to failing ecosystems. As a
result, his method focused on therapeutic camping to remove children from
problematic environments in order to “re-educate” them. He published his model
in 1982 in the Troubling and Troubled Child. His approach has become widely
accepted in programs across the country, and is known as Re-Ed (re-education).
Many of those programs only serve children with emotional and behavior problems
on an outpatient or residential basis (Wrightschool.org [n.d.]; Zigler, 1985).
Landmark Legal Cases and Legislation
Along with the growing interest in this population and appropriate services
for them, a number of landmark legal cases in education were unfolding that
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dealt with access to public education for all children. Two of these high profile
cases were Mills v. Board of Education of the District of Columbia and
Pennsylvania Association for Retarded Children v. Commonwealth of Pennsylvania
(PARC). The PARC case found that every mentally retarded child in Pennsylvania
had the right to a public education. The Mills case found that public schools in
Washington, DC could not exclude any exceptional children from a public
education—regardless of cost (National Center on Education Finance, [n.d.];
Tucker, Goldstein, & Sorenson, 1993).
Finally in 1975, The Education for All Handicapped Children Act (EHA, PL
94-142) was passed into law. It was fueled by litigation (e.g., Mills and PARC) and
states’ failures to meet the needs of exceptional learners (Tucker, Goldstein, &
Sorenson, 1993). The law mandated local education agencies (LEAs) to provide
a free appropriate education (FAPE) to all students with disabilities including
students with emotional and behavior problems (i.e., emotional disturbance).
Since the original EHA, there have been several reauthorizations including 1983
(P.L. 98-1999), 1986 (P.L. 99-457), 1990 (P.L. 101-476) when the EHA was
renamed to Individuals with Disabilities Education Act, 1997 (P.L. 105-17), and
most recently in 2004 with the passage of the Individuals with Disabilities
Education Improvement Act (P.L. 108-446) (ED.gov, 2005; Nelson, Rutherford,
Center & Walker, 1991). Despite the many reauthorizations over the course of the
last 33 years, the contents of the definition of emotional disturbance has largely
remained unchanged. The current definition is the following:
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A condition exhibiting one or more of the following characteristics over a
long period of time and to a marked degree that adversely affects a child’s
educational performance:
(A). An inability to learn which cannot be explained by intellectual,
sensory, or health factors;
(B). An inability to build or maintain satisfactory interpersonal relationships
with peers and teachers;
(C). Inappropriate types of behavior or feelings under normal
circumstances;
(D). A general pervasive mood of unhappiness or depression; or
(E). A tendency to develop physical symptoms or fears associated with
personal or school problems.
(ii) Emotional disturbance includes children who are schizophrenic, but
does not include children who are socially maladjusted, unless it is
determined that they have an emotional disturbance (Federal Register,
2006, ss300.8, [4][i], p. 46756).
Origins of the Definition of ED
The definition of emotional disturbance was based on Eli Bower’s work in
1957. He was a professor at the University of California, Berkley, and was
commissioned by the California State Legislature to conduct a study to investigate
how to define emotional disturbance for educational purposes. Bower studied 207
students—162 boys and 45 girls—across 75 school districts. A plethora of
information was collected ranging from academic achievement and socioeconomic data, to self-perception inventory scores, health status data, and more.
The result was a definition that, for the most part, mirrors the federal definition
today. Bower (1982) emphasized that the primary findings in his study—that
differentiate students with problems from those who are emotionally disturbed—
are the “…to a marked degree” and “…over a long period of time” criteria.
Over the past 30-plus years, the definition has only been modified a few
times. The terminology was originally “serious emotional disturbance,” then
changed to “emotional disturbance” in 1997 (Simon, 2005). One other change was
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the removal of Autism from the original definition (another separate category was
created for Autistic children) (Wright, Pillard, & Cleven, 1990).
Although the definition has changed little over the years, there has been
considerable debate about several issues with the original ED criteria. A lengthy
discussion of those issues is beyond the scope of this paper, however a brief
description of some of the most contentious points follows. First, the social
maladjustment clause has come under debate because it potentially excludes
children who have severe behavior problems and are in need of services (see:
Bower, 1982; Nelson, et al., 1991; Slenkovich, 1992; Zirkel, 1992). Second, the
terminology, “emotional disturbance” has been challenged because of the
inherent emotional requirement to meet the definitional criteria. Rather, it has
been suggested that the term, “behaviorally disordered,” be used instead
(Council for Children with Behavioral Disorders, 2000). And lastly, the five criteria
or characteristics have been deemed outdated, and no longer an accurate
representation of current research (Council for Children with Behavioral
Disorders, 2000; Duncan, Forness, & Hartsough, 1995).
Characteristics of Students with Emotional Disturbance
Prevalence
Students with emotional disturbance include those with behavior and
emotional problems that meet the criteria for emotional disturbance as described
in the previous section (Forness, 2005). Nationwide, this group only accounts for
approximately 1% of school children receiving special education (Hallahan, et. al.,
1986; U.S. Department of Education, 2002; as cited in Forness, 2005). Across
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ages, it has been estimated that approximately 10% of preschoolers, 13% of
preadolescent students, and 16% of adolescents have emotional and/or behavior
disorders (Roberts, Attkinson, & Rosenblatt, 1998). Estimates across age and
gender show that boys in every ethnicity account for at least half to two thirds of
students with emotional disturbance; and African American students are at the
greatest risk for emotional and behavior problems followed by Caucasian
students, then American Indians (National Research Council, 2002; as cited in
Kauffman, 2005). These estimates vary greatly across states and
disproportionality of representation continues to be a serious issue, and is beyond
the scope of this section (Kauffman, 2005).
Characteristics
Most behavior problems can be divided into two distinct categories,
externalizing behaviors and internalizing behaviors (Achenbach, 1974, 1982).
Externalizing behavioral symptoms might include disobedience, theft,
fighting/aggression, violence, swearing, cruelty, tantrums, hyperactivity, and
oppositional defiant behavior. Internalizing behavioral symptoms might include
withdrawal, fears, obsessions, somatic complaints, worrying, and depression
(Achenbach, 1974, 1982; Gresham & Kern, 2005).
Research has demonstrated that both internalizing and externalizing
symptoms fit into the ED criteria under the federal definition (Bower, 1982;
Cullinan, Epstein, & Kaufman, 1984; Cullinan, Evans, Epstein, & Ryser, 2003,
McConaughy, & Achenbach, 1989). For example, McConaughy’s and Achenbach’s
research in 1989 investigated two empirically based behavioral measures from
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which syndrome scores fell into either the externalizing or internalizing
categories. These two measures were the Achenbach Teacher Report Form (TRF)
and the Child Behavior Checklist (CBCL) (Achenbach, 1991a; 1991b). Both yielded
results that corresponded across all five ED characteristics and the three
qualifiers.
Special Education Services for Students with Emotional Disturbance
The IDEA requires that school districts provide a free appropriate public
education (FAPE) in the least restrictive environment (LRE) with necessary
accommodations, modifications, and related services that are to be described in
the child’s individual education program (IEP) (IDEA, 2004; Kauffman, 2005). For
many children with ED, this amounts to receiving services in regular education
classes, which is sometimes referred to as inclusion. If the student’s needs are
more intense, special education services are delivered in separate classrooms
with other children with ED and a teacher with special education certification in
ED (Crockett & Kauffman, 1999). Unfortunately, efforts to serve students with ED
have produced mixed results because staff are sometimes poorly trained and lack
the sufficient supports to deliver effective services (Osher & Hanley, 2001). When
services provided in regular schools are not sufficient and a student’s behavior is
so severe that it is dangerous; or when it significantly affects learning, more
restrictive placements such as “separate school facilities” may be appropriate and
necessary to provide FAPE (Crockett & Kauffman, 1999; Muscott, 1997). It is
estimated that as many as 13-14% of students with ED are these types of programs
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(Rutherford, et al., 2004). One such program is the Positive Education Program
(PEP) in Cleveland, Ohio.
The Positive Education Program
PEP’s day treatment program serves approximately 950 students in its 10
day treatment centers. These are students with very severe behavior and
emotional problems—most of whom are identified with ED. Most of PEP’s
enrollment is from the larger urban areas of Northeastern Ohio. PEP students
typically attend day treatment centers until the children’s IEP teams determine
they are ready to reintegrate back into the public school setting (PEP, 2001, 2003,
2006a, 2006c).
PEP’s day treatment programs use elements of Nicholas Hobbs’ Reeducation approach that “…provides the framework that creates a therapeutic
environment where there are expectancies for normal, healthy behavior, where
competence is stressed, and where energy is focused on finding and building
strengths that promote positive growth” (PEP, 2006a, p. 2). Within the Re-ED
framework, classroom management strategies are also used which emphasize
group process through group meetings and other activities that promote group
cohesion. Each classroom consists of approximately 10 students and three staff
including a teacher/counselor, associate teacher-counselor, and team-associate.
These staff members provide both the academic and mental health services (PEP,
2006a).
PEP uses a level system, daily and weekly behavioral ratings, and goal
systems linked to rewards for desirable behaviors. The level system is also based
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on the Re-ED principles and is called the Circle of Courage. It was founded on
Native American ideas regarding child development and care (PEP, 2006a). The
Circle of Courage emphasizes four essential human needs: Belonging, Mastery,
Independence, and Generosity. Most students enter the level system on the
Belonging level and progress through the rest of the levels at their own pace. As
students move through the level system, they are increasingly given more
privileges, and also expected to complete service projects to continue to
progress. In addition to the highly structured classroom programs, case
management and psychiatric services (when indicated) are also provided.
PEP has also more recently incorporated the use of Therapeutic Crisis
Intervention (TCI), a therapeutic intervention/prevention program for working
with difficult students. TCI incorporates a continuum of strategies ranging from
basic classroom management techniques, verbal de-escalation and brief
counseling techniques (e.g., Life Space Interview [LSI]), to physical interventions
during acute crisis (e.g., student is physically aggressive, dangerous or violent)
(Residential Child Care Project, n.d.). Students attend the program on an
outpatient basis for 6 hours per day 5 days per week. (Maxwell, 2003; PEP, 2001,
2003, 2004, 2005a, 2006a).
A review of research shows that at least nine publications exist about PEP.
Most all of them provide detailed descriptions of PEP, its services, and its basis in
the Re-ED philosophy (e.g., Solomon, 1996; Valore, 2002; Wood, Brendtro, Fescer,
& Nichols, 1999); however no published research was found that investigated
outcomes for students in the PEP program.
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The Population of Students with Emotional Disturbance and
Diagnostic Instruments
Increasingly, agencies such as PEP that provide mental health services are
being required to implement measures to assess client outcomes and determine
eligibility for services (Hodges, Doucette-Gates, & Liao, 1999; Hodges, et al.,
1998). Measures used to assess functional impairment in clients across
psychological and behavioral domains have a long history in the field, and have
been useful for treatment planning and outcome evaluation (Bates, 2001). In
addition to their usefulness, Bates (2001) noted that assessment of impairment is
a required component of the IDEA, because certain characteristics are necessary
to exist “over a long period of time” and “to a marked degree” and “adversely
affect educational performance” (Federal Register, 2006, p.46756). Clearly, to
assess whether or not a student meets these requirements, an instrument that
assesses functioning is necessary.
CAFAS
One such instrument is the Child and Adolescent Functional Assessment
Scale (CAFAS; Hodges, 2003a). The CAFAS has been described as a
“multidimensional measure of functional impairment” (Bates, 2001, p.63) that
measures client impairment across eight domains (subscales) along a continuum of
severity. The subscales are School/Work, Home, Community, Behavior Toward
Others, Moods/Emotions, Self-Harmful Behavior, Substance Use, and Thinking.
The author, Dr. Kay Hodges, defines impairment as “…the negative effect of
problem behaviors and symptoms on functioning” (Hodges, 2003a, p. 1). Within
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each domain, there are several statements that describe impairment related to
the subscale (see Appendix C). The statements are further separated into four
levels of impairment: severe (30), moderate (20), mild (10), and minimal or none
(0). Scores are generated on each subscale and an overall total score is computed
by adding all of the subscale scores together. The total score can also be
categorized by level of impairment. For example, a total score between 40 and 50
indicates that the student “….may need additional services beyond outpatient
care,” or a total score of 90 or higher indicates that the student “…likely needs
intensive treatment…” (Hodges, 2000, p. 1). The CAFAS is completed by a staff
member familiar with the student, who has been trained and reached an
expectable level of competence (e.g., interrater reliability) in using the scale
(Hodges, 2003a).
The CAFAS is used extensively on many different levels nationwide. In fact
in 2000, approximately 30 states were using the CAFAS to evaluate performance,
outcomes, and eligibility (Bates, 2001). The CAFAS has also been widely used to
conduct outcomes research for the last several years (e.g., Hodges, et al., 2000;
Hodges, et al., 1999; Hodges & Wong, 1997; Hodges & Wotring, 2000; Hodges &
Wotring, 2004; Hodges, Xue, & Wotring, 2004; Xue, Hodges, & Wotring, 2004).
Part of the scale’s popularity appears to be related to its psychometric properties
and its several utilities in the field. A more detailed description of the
psychometric properties of the CAFAS is provided in Chapter III.
In addition to evaluating outcomes, the CAFAS can also be used to triage
students into client types. The CAFAS profiles are a way of monitoring the types
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of clients served, and a way to inform treatment programming (Hodges, 2003a;
Hodges & Wotring, 2000). In 2000, CAFAS profiles were born out of a study
conducted by Hodges and Wotring. In their research, cluster analysis was used to
develop CAFAS typologies based on CAFAS subscale scores and other demographic
variables from over 4,000 youth in Michigan. Findings generated five different
clusters of clients that ranged from more to less severe including Substance
Use/Externalizers, Comorbid/Self Harmful, Delinquents, Marked/School Problems,
and Adjustment Problems with Impairment/Secondary Prevention. Later work by
Hodges indicated that the original typology was useful, but not practical, because
cluster analysis can only be determined by statistical analysis on a large group of
subjects (Hodges, 2003a). Since the first typology was impractical, Hodges
developed another typology called CAFAS Tiers which includes eight different
client types that are assigned by subscale score algorithms. The Tier types are
Thought Problems, Maladaptive Substance Use, Self-Harmful behavior, Delinquent
Behavior, Behavior Problems with Moderate Mood Disturbance, Behavior Problems
Without Moderate Mood Disturbance, Moderate Mood Disturbance, and Mild Mood
and/or Behavioral Problems (Hodges, 2004). These client types are presented in
order of severity—most (i.e., Thought Problems) to least (i.e., Mild Mood and/or
Behavioral Problems). Membership in each Tier is determined by severity of
subscale scores. A student can only belong to one Tier type at a time because the
criteria for Tier membership do not overlap. Detailed descriptions of each Tier
follow.
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CAFAS Tiers
Thought Problems. This tier is comprised of youths with a thought disorder
or poor communication skills, hallucinations, bizarre thoughts, or confusion which
cause trouble relating to others. Diagnoses of clients in this Tier include Pervasive
Developmental Disorder, Schizophrenia, Post-Traumatic Stress Disorder, and
Obsessive Compulsive Disorder. Students that meet the criteria for this Tier type
have a 20 or 30 on the Thinking subscale.
Maladaptive Substance Use. These youths use drugs and/or alcohol and
have experienced negative consequences as a result of their use. It is notable that
these youth do not meet criteria for the Thought Problems Tier (i.e., if they met
criteria for the Thought Problems Tier, that would be their qualifying Tier since it
is more severe in Hodges’ arrangement). Students that meet the criteria for this
Tier type have a 20 or 30 on the Substance Use subscale.
Self-Harmful Behavior. These clients are at high risk for suicide or harming
themselves. They may have made a previous attempt, have a plan, or have
repeatedly talked about dying. These clients may be seriously depressed to the
extent that their everyday functioning is impaired. These youth may also exhibit
self-harmful behaviors (e.g., cutting). Students that meet the criteria for this Tier
type have a 20 or 30 on the Self-Harm or Moods/Emotions subscale.
Delinquent Behavior. These students have had involvement with the law and
there may be substantial reason to believe that they have repeatedly violated the
law. The clients in this group could not meet the criteria for the Thought
Problems, Maladaptive Substance Use, or Self-Harm Tiers; if they did, they would
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qualify for the higher Tier. Students that meet the criteria for this Tier type have
a 20 or 30 on the Community subscale.
Behavior Problems with Moderate Mood Disturbance. These students
experience problems at school or where they live, and have poor relationships
with other peers or adults. They also experience moderate mood disturbance such
as anxiety or depression. These clients are often diagnosed with attention and/or
conduct problems. Youths that meet the criteria for this Tier type have a 20 or 30
on the School, Home, or Behavior Towards Others subscales, and a 20 on the
Moods/Emotions subscale.
Behavior Problems Without Moderate Mood Disturbance. These clients also
experience problems at school or where they live and have poor relationships with
other peers or adults; however, mood problems (e.g., anxiety, depression) are
absent. Students that meet the criteria for this Tier type have a 20 or 30 on the
School, Home, or Behavior Towards Others subscales.
Moderate Mood Disturbance. Youth in this client type are moderately
impaired on the Moods/Emotions subscale. They may also have other mild
impairments on other subscales. Students that meet the criteria for this Tier type
have a 20 on the Moods/Emotions subscale.
Mild Mood and/or Behavior Problems. These clients experience no more
than mild behavior problems across any of the subscales of functioning. Students
that meet the criteria for this Tier type have a 10 on any subscale.
Again, these client types are presented in order of potential severity of
condition with Thought Problems being most severe and Mild Mood and/or
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Behavior Problems the least (Hodges, 2004). Hodges (2003a) noted that the
CAFAS Tiers can be useful for a variety of purposes including screening client
types to determine those most in need of immediate treatment, identifying cases
that will require close supervision (e.g., suicide risk), and coordinating specific
types of treatments for clients with special needs (e.g., substance use problems).
CAFAS Tiers and Intervention
As Hodges suggested (2004), a logical use for the CAFAS Tier types is to link
them to evidenced-based treatments. In Hodges’ The Evidenced-Based
Treatments for Children and Adolescents: A Compilation of Resources and Guide
for Matching CAFAS Profiles to Evidenced-Based Treatments (2004), Hodges
outlines interventions that can be linked to each of the CAFAS Tiers. The criteria
for “evidenced-based” are taken from Chambless’ and Hollon’s article, Defining
Empirically Supported Therapies (1998). In the standards they described, a
treatment is evidenced-based if, at a minimum, the treatment was (a) compared
to a control group that received no treatment; (b) a randomized, single case, or
time-samples design; (c) the study showed statistically significant results (i.e.,
the treatment compared to the no-treatment or placebo group); (d) is compiled in
a treatment manual; and (e) has been effective across at least two different
settings. These criteria are consistent with the American Psychological
Association’s policy statement on the topic of evidenced-based practices:
Best research evidence refers to scientific results related to intervention
strategies, assessment, clinical problems, and patient populations in
laboratory and field settings as well as to clinically relevant results of basic
research in psychology and related fields. A sizeable body of evidence
drawn from a variety of research designs and methodologies attests to the
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effectiveness of psychological practices (American Psychiatric Association
[APA], 2000, p.1).
Although it is beyond the scope of this paper to provide an extensive review of
evidenced-based treatments, a brief overview is provided in the next section.
Empirically Supported Treatments for Disorders Commonly Found in CAFAS Tier
Types
Anxiety Disorder. Kearney and Linning (2001) indicated that “Anxiety is a
state of general apprehension and discomfort” (p. 177). Anxiety Disorders in
children usually manifest in behavioral, cognitive, and physiological symptoms.
Some of the behavioral symptoms may include avoiding others, crying, and
constantly seeking reassurance. The cognitive symptoms may include constant
worrying, thinking, and negative thoughts about themselves. Some of the
physiological symptoms may include somatic problems such as fast heart rate,
excessive perspiration, nausea, and headaches (Kearney & Linning, 2001).
Research for Anxiety Disorders in children has only recently begun to
flourish. Originally, much of the research done with children’s anxiety problems
only investigated specific fears through single-case studies. Since the 1990s, much
more research has been done involving larger groups of children and different
types of Anxiety Disorders. For the most part, current treatments include
cognitive-behavioral approaches (e.g., desensitization, flooding, cognitive
restructuring) and pharmacological treatments (e.g., selective serotonin reuptake
inhibitors, anxiolytics) (Kearney & Linning, 2001).
Research has supported both types of treatments. For example in 1999,
Silverman and colleagues used cognitive behavioral therapy in randomized clinical
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trials with 56 children between 6 and 16 years of age and their parents. Results
showed that 82% of the clinical sample made significant gains, and that 64% were
recovered at post-treatment. Gains were also maintained at 3, 6, and 12 months
after treatment.
In a similar study, Silverman and colleagues (1999), used contingency
management, self-control, and education and support to treat children with
phobias. Their sample consisted of 104 children between 6 and 16 years of age,
and their parents. Participants were either placed in a control or treatment
group. Results showed that children receiving treatment made significant gains
which were maintained at 3, 6, and 12 months after treatment.
Lastly, Kearney and Silverman (1998) reviewed pharmacological studies
involving children with Anxiety Disorders (e.g., Avoidant Disorder, ObsessiveCompulsive Disorder, Panic Disorder, and Tourette’s Disorder). Generally, results
showed moderate to significant improvement across all conditions. The authors
concluded that more research is needed that also focuses on secondary
treatments (e.g., therapy) in addition to pharmacology; and that many
pharmacological intervention-only studies have disregarded the potential effect of
secondary treatments.
Attention-Deficit/Hyperactivity Disorder. Attention-Deficit/Hyperactivity
Disorder (ADHD) is one of the most common disorders in children (National
Institute of Mental Health [NIMH], n.d.a). The typical symptoms of this disorder
are characterized by impulsiveness, hyperactivity, and inattention. Some of the
specific behavior problems may include acting quickly without thinking, an
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inability to sit still, restlessness, disorganization, interrupting others, and
constant daydreaming or seeming to be off in another world. Very often, these
behaviors interrupt others at school and at home; and can affect academic
performance (Nigg & Rappley, 2001; NIMH, n.d.a).
Effective treatments are well documented in the literature and generally
include behavior modification programs, medication therapy and parent training
(Barkley, 1997; MTA Cooperative Group, 1999; Nigg & Rappley, 2001). For
example, one large-scale study conducted by the MTA Cooperative Group (1999)
examined a series of treatments for children with ADHD. The study implemented
four different treatments in a sample of 579 children between the ages of 7 and
9.9 years of age over the course of 14 months. Treatments included stimulant
medication (i.e., Methylphenidate/Ritalin), behavioral treatment with parent,
child and school components, combined medication and behavioral treatments,
and a community care group that was provided an initial assessment and list of
community mental health providers. Results showed that all four groups
experienced reductions in symptoms with different levels of change. Outcomes
showed that the medication treatment and the combined treatments were
superior to the behavioral treatment or community care groups alone. Another
finding worth noting is that the combined treatment group did not yield
significantly greater findings that the medication-only group for core ADHD
symptoms.
Further findings about this sample were published in a 24-month follow-up
(MTA, 2004). Results again showed than the medication-only or combined
31

treatments (i.e., medication and behavioral treatment) were superior—although
the effect size was smaller at 24 months compared to the original 14-month
assessment.
Lastly, it should also be noted that some of the side effects of stimulant
medications (e.g., Methylphenidate/Ritalin) are reason for concern. The most
common effects are decreased appetite, slowed growth, and difficulty sleeping
(Schmetzer, 2004). Obviously these could be quite concerning; therefore caution
should be used with these medications—especially in younger children.
In sum, a protocol that involves multiple modes of treatments seems to be
most desirable for children with ADHD. Stimulant medication appears to be the
most effective treatment for ADHD symptoms and is optimally used in conjunction
with behavioral treatments (Nigg & Rappley, 2001); however close monitoring of
medication side effects is prudent.
Conduct Disorder and Oppositional Defiant Disorder. Conduct and
Oppositional Defiant Disorder are sometimes discussed together because they
have some similar characteristics (Bradley & Mandell, 2005). Conduct Disorder
(CD) is characterized by both behavior and emotional problems in youngsters.
Some of the characteristics include aggression and cruelty towards people or
animals, property destruction, lying and stealing, and other serious rule violations
(e.g., staying out past curfew, truancy) (American Academy of Child and
Adolescent Psychiatry, 2004). According to Brunk (2000), youth with CD account
for a large portion of juvenile mental health referrals, and as many as 91% of
incarcerated youth may have CD. In addition, conduct problems are very resistant
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to change and are often times displayed over multiple generations of family
members, making the prognosis grim.
Oppositional Defiant Disorder (ODD) is sometimes thought to be a precursor
of Conduct Disorder and approximately 90% of youth with CD would also meet
diagnostic criteria for ODD (Halpern, 2004). The primary characteristics of ODD
include a pattern of defiance and disobedience, problems controlling temper, a
tendency to argue with others, and spitefulness or vindictiveness (APA, 2000).
Effective treatments for both disorders have been documented in the
literature and generally focus on parent training programs and teaching problemsolving skills (Behan & Carr, 2000; Brunk, 2000). For example, Bradley and
Mandell (2005) conducted a meta-analysis to identify effective treatments for
ODD. They selected seven studies from a group of 130 that met strict criteria
(e.g., randomly assigned intervention and control groups, only school-aged
children diagnosed with ODD or that met diagnostic criteria, study was
statistically sound). Results provided evidence that interventions targeting parent
training and problem-solving skills can positively affect outcomes for children
with ODD.
In 1998, Brestan and Eyberg reviewed 82 treatment studies that were used
with children with both ODD and CD. They used a rigorous inclusion criteria that
met the requirements of empirically supported treatments (e. g., Chambless &
Hollon, 1998). The 82 studies reviewed spanned the course of 29 years, and
included 5,272 children. Again, results showed that parent training programs were
the most efficacious treatments for children with both ODD and CD.
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Depressive Disorder. Depression in young children and adolescents is
usually diagnosed as major (i.e., Major Depressive Episode) or minor (i.e.,
Dysthymic Disorder). Some of the primary symptoms of depression include a
depressed mood most of the day, diminished pleasure in most activities, irritable
mood, insomnia, fatigue, and loss of ability to concentrate. Symptoms generally
need to be present over a consistent period of time (e.g., 2 weeks) and cause
significant impairment in many areas of life functioning (APA, 2000).
Effective treatments for depression have included individual therapy,
cognitive behavioral therapy (CBT), and medication therapy. For example,
Reinecke and colleagues (1998) investigated the effectiveness of cognitivebehavioral approaches (e.g., group therapy) for treating adolescents with
depression and dysphoria. They conducted a meta-analysis of six studies
containing 217 participants. Each study had treatment and control group
comparisons. Findings showed that CBT was useful in treating symptoms and that
treatment gains were maintained over time.
In 1997, Emslie and colleagues investigated the pharmacological effects of
Fluoxetine (Prozac) with 96 adolescents between the ages of 7 and 17 with
depression receiving outpatient care. The subjects were seen over an eight-week
period. There were two randomly assigned groups—one treatment and one
placebo. Results showed that 56% of the treatment group was rated as “much” or
“very much” improved at the end of the study. The authors concluded that
Fluoxetine therapy was superior to the placebo in treating child and adolescent
depression.
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One last cautionary note is worth mentioning here. In 2004, a public
warning about an increased risk of suicidality was issued by the Food and Drug
Administration (FDA). In 2006, this warning was extended to include people up to
the age of 25. Although the FDA review revealed no completed suicides, it issued
a “black box” label warning that the class of antidepressants (i.e., SSRIs) may
increase the risk of suicidal thoughts and behaviors (NIMH, n.d.b). More recently,
a study conducted in conjunction with the National Institute of Mental Health and
the American Medical Association concluded that the benefits these medications
offer likely outweigh the risks. Either way, it behooves clinicians to err on the
side of caution when treatment involves these medications (Bridge, et al., 2007).
Substance use. Windle (2001) indicated that when looking at substance use
in children and adolescents it is helpful to consider use along a continuum of
behaviors ranging from first use to more frequent and higher-level use to
clinically significant use. Some of the characteristics associated with clinically
significant substance use or dependence include a physical tolerance for the
substance (i.e., uses increasingly larger amounts), withdrawal symptoms after a
period of cessation, a persistent desire to cut down, an inordinate amount of time
spent thinking about and/or acquiring the substance, and social and occupational
or recreational activities are affected in that the user gives them up or becomes
less interested (APA, 2000).
Preventive treatments have included school-based programs that
disseminate knowledge and information to students; however, these types of
programs have not been very effective (Windle, 2001). One group-oriented
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intervention program that has been successful is the Life Skills Training Program
(Botvin, Baker, Dusenbury, Botvin, & Diaz, 1995). This program uses a cognitivebehavioral approach to teach adolescents social and coping skills aimed at
resisting peer pressure associated with drug use (Windle, 2001). Botvin’s and
colleagues’ 1995 study evaluated the long-term results of their program across
3,597 participants who were predominantly white twelfth graders. Results showed
that there were as many as 44% fewer drug users and 66% fewer polydrug (i.e.,
alcohol, tobacco and marijuana) users compared to controls.
Other interventions are community-wide such as Project Northland which
was implemented in Minnesota in 24 school districts. The program targeted sixthgrade students and included social and behavioral curriculum in schools, and
parent and community-level involvement. Results showed that at the end of three
years, students in the intervention districts reported less prevalence of alcohol
use than students in other districts (Perry, et al., 1996).
CAFAS Tier Type Outcome Studies
Hodges and Wotring conducted the original research that helped develop
CAFAS Tiers in 2000. Cluster analysis was used to develop a CAFAS typology based
on subscale score results and other variables from almost 5,000 youths in
Michigan. The sample included ages ranging from 7-17 years with 54% of the
sample falling between ages 7-12. Sixty-one percent of the sample was male, 71%
Caucasian, 21% African American, 2% Hispanic and the remainder was classified as
“other.” Variables used in the cluster analysis included CAFAS score results, past
and current service involvement (e.g., psychiatric hospitalizations, involved with
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the juvenile justice system, placed outside the home with social services), and
caregiver resourcefulness based on the Caregiver subscale of the CAFAS. The
results of this study formed five clusters that were statistically different in terms
of severity.
The first cluster, Substance Using/Externalizing, included the most severe
youth. The group’s composition was primarily that of a small number of
adolescents—6% of the sample. They were characterized by youths having
substance use problems, significant behavior problems at home and at school, and
in some cases symptoms of depression and problems with their caregiver. CAFAS
scores were generally higher on the School/Work, Home and Substance Use
subscales—with all of these scores falling at the Moderate Impairment level (i.e.,
scores of 20 or above).
The second cluster was the Comorbid/Self-Harmful cluster which was
evenly divided by age (i.e., preadolescents and adolescents) and accounted for
13% of the sample. These youths were having behavior problems at school and
home, and also had a previous psychiatric hospitalization. This cluster’s CAFAS
scores were at the Moderate Impairment level on the School/Work, Home,
Moods/Emotions, and Self-Harmful subscales.
The third group was the Delinquent cluster. Mostly adolescent males were
represented in this cluster accounting for 14% of the total sample. These youths
generally had problems at home, in school, and in the community. Their CAFAS
profile had highest scores (Moderate Impairment) on the School/Work, Home, and
Community subscales.
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The fourth group was the Marked School Problems cluster. This cluster
included 31% of the sample and was mostly preadolescents with attention and
oppositional problems. Their CAFAS profiles showed scores in the Moderate
Impairment range on the School/Work subscale only.
The fifth group was the Adjustment Problems with Impairment/Secondary
Prevention cluster. These youth represented the largest portion of the sample—
36% (n=1,719). The youth in this group were primarily preadolescent. Youth in this
group also had higher frequencies of Anxiety and Post-Traumatic Stress Disorders.
In conclusion, the authors indicated that this work was being used to
develop an algorithm for cluster membership that could be easily applied to
clients—without cumbersome statistical analysis. These clusters are known as the
CAFAS Tiers (Hodges, 2003a). In addition to the CAFAS Tier profiles generated
from this work, the client types were also being used for developing treatment
protocols that link Tier types to efficacious interventions (Hodges, 2004).
Further research was conducted by Hodges and Xue in 2003 (as cited in
Hodges, 2004). In this study, risk factors and predicted successful outcomes along
with combinations of co-occurring problems were established. The findings were
also utilized to help develop CAFAS Tiers or client types. The authors noted that
this system was both rationally and empirically constructed.
In 2004, Hodges, Xue, and Wotring investigated outcomes for youth with
serious emotional disturbance who were receiving services from community
mental health service providers. Subjects used in the study included 5,638 youth
between the ages of 7 and 17 from Michigan. The sample was 63.9% male with
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50.5% of the sample younger than 13 (i.e., preadolescent). The racial breakdown
of the sample was 67.2% Caucasian, 23.9% African American, and 2.6% Hispanic.
The minimum length of treatment for the sample was three months—enough to
have two CAFAS administrations. The 3-months group was the largest with 2,950
subjects, followed by 1684 at 6 months, then 979 subjects at 9 months, 551
subjects at 12 months, 275 subjects at 15 months, 161 subjects at 18 months, 70
subjects at 21 months, and 41 subjects at 24 months.
The students included in the sample were assigned to one of eight CAFAS
Tier types. The breakdown of the sample among CAFAS Tiers was: 7%
(percentages rounded to whole numbers) in the Thought Problems Tier, 7% in the
Maladaptive Substance Use Tier, 18% in the Self-Harm Potential Tier, 14% in the
Delinquent Tier, 25% in the Behavior Problems with Moderate Mood Disturbance
Tier, 25% in the Behavior Problems Tier, and 4% in the Moderate Mood/Mild
Behavior Problems Tier.
Of the entire sample across all Tiers, the youngest children
(<13/preadolescent) fell in the behavior and mood problems Tiers. Other Tiers
were comprised of fewer preadolescents generally falling between 31% and 43%. It
is notable however, that the Maladaptive Substance Use Tier was comprised of
only 3% preadolescents.
Finally, the outcomes of this study showed that there was a significant
reduction for each of the CAFAS Tier groups with moderate to strong effect sizes
falling between 0.61 and 1.07 (as measured by Cohen’s d). There was also a
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significant reduction in mean CAFAS total scores at intake compared to last CAFAS
scores with an effect size of 0.73.
In conclusion, the authors noted that the study was observational in nature
and that the reasons for the youth’s CAFAS score changes over time were not
addressed here. In addition, the authors indicated that the results of this study
can be used to link appropriate treatments with client types.
PEP CAFAS Outcome Studies
PEP conducts their own outcome studies for fiscal year periods. Two reports
were available for review, FY 2005 and FY 2006 (PEP, 2005b, 2006b). Both
reports reviewed client demographics and outcome results of different
standardized assessments (e.g., CAFAS). In the 2005 report, the total number of
clients served in the PEP Day Treatment Programs was 872. Age ranges from 6 to
18 years and older were represented with between 48 and 268 clients in each age
group. Eighty-three percent were male and 17% female. Sixty percent were
African American, 35% White, 4% Hispanic, and <1% other. The average length of
stay was 32 months in the regular day treatment programs.
The 2005 report analyzed CAFAS outcomes by comparing the initial and
final CAFAS total eight scale scores of 252 clients. This population of clients is
smaller than the 872 total mentioned above because the criteria for inclusion in
the sample were that the client remained in the same center throughout
treatment and was not enrolled in one of PEP’s special programs for clients with
developmental and multiple disabilities. Results showed a mean total score
change from 114.38 to 87.79, which represented a significant decrease. Another
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analysis compared the next-to-last CAFAS score to the last CAFAS score on record.
Results again showed a significant difference with a next-to-last score mean
decrease of 94.87 to 88.54 (last CAFAS).
In the 2006 report, the total number of clients served in the PEP Day
Treatment Programs was 950. Age ranges from 6 to 18 years and older were
represented with between 47 and 286 clients in each age group. Eighty-one
percent were male and 19% female. Fifty-seven percent were African American,
37% White, 4% Hispanic, and <1% other. The average length of stay was 36 months
in the regular day treatment programs.
The 2006 report analyzed CAFAS outcomes by comparing first and last
CAFAS total eight scale scores of 989 clients. It is notable that the 2006 study did
not use the same inclusion criteria as the 2005 study did (e.g., regular day
treatment clients and same-center placements). Results showed that there was a
mean score change from 114.2 to 88.2, which was a significant difference.
Another analysis that was conducted compared the next-to-last CAFAS total score
to the last CAFAS total score on record—or the last two assessments. Results again
showed a significant difference with a next-to-last score mean of 93.1 to a 87.1
(last CAFAS). Lastly, It is notable that the 2005 and 2006 results are very similar in
terms of mean scores, differences, and statistical significance (PEP, 2005b;
2006b).
Summary
Students with emotional disturbance have been the subject of close study
throughout history. They have gone from being regularly rejected by public
41

schools to being largely protected by federal and state laws thanks to historical
landmark legislation. The incidence of students identified with emotional
disturbance has been estimated to include approximately 1% of the school-aged
population (Hallahan, et al., 1986; Kauffman, 2005). Special education services
for students with ED are available in regular schools; however, the most severely
disabled students with emotional disturbance are sometimes served in other
separate facilities such as the Positive Education Program in northeast Ohio.
Increasingly, programs such as PEP, that provide mental health services are
required to collect data for identifying clients, measuring outcomes, and making
funding decisions (Bates, 2001; Garland, et al., 2003). In order to meet these
demands many agencies, including PEP, are using multidimensional assessments
such as the Child and Adolescent Functional Assessment Scale (CAFAS) (Bates,
2001; Hodges, 2003a). The CAFAS is a widely-used level of functioning rating scale
that measures impairment across eight domains (e.g., Behavior Towards Others,
Thinking). The CAFAS yields a total eight scale score and individual subscale
scores on each domain (see Appendix C). The CAFAS can also be used to
categorize clients into CAFAS Tiers or client types, which may be a more effective
way to screen clients, develop effective treatment protocols, identify cases that
will require close supervision, and make funding decisions (Hodges, 2004). Given
the various uses for CAFAS data, a next logical step for research involving PEP
clients is to analyze outcomes in terms of CAFAS Tier types. Therefore, the
current study proposes the following research questions:
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1. What is the magnitude of CAFAS score change across all Tier types (i.e.,
total score) between first and last CAFAS?
2. What is the magnitude of CAFAS score change relative to each individual
Tier type between first and last CAFAS?
3. What is the magnitude of the difference in CAFAS Tier score change
when individual Tiers are compared?
4. What is the pattern of differences in subscale scores for each Tier at the
last CAFAS administration?
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CHAPTER III
METHODOLOGY
This chapter explains the research design and methodology used to
investigate the research questions proposed in this study. A description of the
data used in this research, procedures for gathering data, measures, and analyses
used to examine the research questions are presented in the following sections.
Ethical and Legal Considerations
Institutional Review Board
To insure compliance with federal, state, and university rules and
regulations, a proposal for research conducted with human subjects was
submitted to the Cleveland State University Institutional Review Board (IRB).
Permission was granted to conduct this research (see Appendix A). In addition to
the University IRB requirements, PEP had an IRB process. They also granted
approval for this research (see Appendix B).
Rights and Informed Consent
This study was archival in nature and did not directly involve human
subjects. The study analyzed de-identified archival data; therefore informed
consent was not necessary.
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Participants and Procedures
Data
The archival data sample of 263 CAFAS profiles was pulled from a group of
739 students, who attended the Positive Education Program between September,
1997 and February, 2008. The students were regular day treatment students
(i.e., students with emotional disturbance—excluding some comorbid disorders
such as cognitive disabilities [mental retardation]). All profiles in the sample were
from students who had been discharged from the program and met the following
criteria: (a) their entry date and first CAFAS administration date were within 30
days of each other, (b) each profile had three consecutive administrations within
30 days of the six month due date (i.e., first, second, and last CAFAS), and (c) the
profiles did not have any missing data. The gender composition of the profile
sample was 212 males and 51 females. The age range of the profile sample was 6
through 17. The average age at the first administration was 11.89 years old (SD =
2.546). The majority of the profile sample was African American (61%), and the
remainder was Caucasian (39%). The original dataset included Hispanics; however
the Hispanics’ CAFAS profiles were omitted due to missing data.
Measures
The Child and Adolescent Functional Assessment Scale
The CAFAS is a level of functioning scale for school-aged youths (i.e.,
kindergarten through twelfth grade). The scale can be used to measure client
impairment and client progress over time. Impairment is defined as the extent to
which a youth’s problems interfere with their functioning in various roles (e.g.,
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student, member of the community) (Hodges, 2003b). A trained mental health
worker completes the scale—typically at intake and regularly thereafter. The
CAFAS has eight subscales including School/Work, Home, Community, Behavior
Toward Others, Moods/Emotions, Self-Harmful Behavior, Substance Use, and
Thinking. Each subscale has a set of behavioral descriptions (e.g., see Appendix C)
categorized into levels of impairment with numerical values: severe (30),
moderate (20), mild (10), and minimal or none (0). The clinician rates the youth
based on a specified time frame (e.g., last three months). The clinician rates the
most severe level of impairment and the score for the subscale is the
corresponding numeric value (e.g., severe impairment=30). Each subscale is
assigned only one numeric value—the most severe degree of impairment for which
a youth qualifies (Hodges, et al., 2004). In addition to subscale scores, the CAFAS
yields a total eight scale score between 0 and 240. The total score can then be
categorized by total level of impairment. For example, a total score between 40
and 50 indicates that the student “…may need additional services beyond
outpatient care” or a total score of 90 or higher indicates that the student
“…likely needs intensive treatment…” (Hodges, 2000, p. 1). A brief description of
each of the eight subscales follows.
School/Work. Ability to function appropriately in a school (educational) or
work setting.
Home Role Performance. Extent to which youth complies with home and
family expectations.
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Community Role Performance. The extent to which the youth respects the
community rules and expectations.
Behavior Towards Others. The extent to which the youth behaves
appropriately towards others.
Moods/Emotions. The extent to which a youth is able to appropriately
modulate their emotions.
Self-Harm Behavior. How well the youth can handle situations without
resorting to self-harming behaviors.
Substance Use. Extent to which the youth’s substance use habits are
maladaptive and interfere with normal functioning.
Thinking. Youth’s ability to use rational thought processes (Hodges, 2003b).
The psychometric properties of the CAFAS have been favorably established
in the literature. For example, research has substantiated its reliability and
concurrent validity. Hodges and Wong (1996) found that the CAFAS generally had
a high level of interrater reliability with correlational values mostly ranging from
.80 and above among four groups of raters; and that the scale showed concurrent
validity with other scales including the Child Behavior Checklist (Achenbach,
1991a; Hodges & Wong, 1996). The CAFAS has been used in a wide variety of
studies that have shown its utility in predicting service utilization and client
outcomes (e.g., Hodges, et al., 1999; Hodges, et al., 2000; Hodges, Wong, et al.,
1998; Xue, et al., 2004).
As described in Chapter II, the CAFAS can also be used to categorize youths
into Tier types based on the pattern of their subscale scores. Hodges indicated
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that categorizing clients into CAFAS Tiers can be a way of triaging difficult clients
and helping to develop treatment plans (Hodges, 2003a). The CAFAS Tier types
are defined in Table 1 (Hodges, 2004, p.13).
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Table 1
CAFAS Tiers: Hierarchical Client Types
CAFAS Tier Client Type

Algorithm for Client Type

Thought Problems

20 or 30 on Thinking subscale

Maladaptive Substance Use

20 or 30 on Substance Use subscale

Self-Harmful Potential

20 or 30 on Self-Harmful subscale or 30 on
Moods/Emotions subscale

Delinquency

20 or 30 on Community subscale

Behavior Problems with
Moderate Mood Disturbance

20 or 30 on School, Home or Behavior Toward
Others subscales and a 20 on the
Moods/Emotions subscale

Behavior Problems Without
Moderate Mood Disturbance

20 or 30 on School, Home or Behavior Toward
Others subscales

Moderate Mood Disturbance

20 on the Moods/Emotions subscale

Mild Mood and/or Behavior
10 on any subscale
Problems
_____________________________________________________________________
These Tiers are presented from the most severe (i.e., Thought Problems) to
the least severe (i.e., Mild Mood and/or Behavior Problems). A youth’s client type
is established when they meet criteria for one of the Tiers beginning with the
most severe. For example, a student may have multiple moderate or severe
subscale scores; however the subscale score that is most severe on the hierarchy
(e.g., Thought Problems; see Table 1) defines that student’s Tier type (Hodges,
2003a).
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For the purposes of this research, PEP CAFAS outcome data was evaluated
(see Data section) in terms of CAFAS Tier types so that the following research
questions could be answered.
Research Questions
1. What is the magnitude of CAFAS score change across all Tier types (i.e.,
total score) between first and last CAFAS?
2. What is the magnitude of CAFAS score change relative to each individual
Tier type between first and last CAFAS?
3. What is the magnitude of the difference in CAFAS Tier score change
when individual Tiers are compared?
4. What is the pattern of differences in subscale scores for each Tier at the
last CAFAS administration?
Data Collection Procedures
Archival data was requested from PEP after Cleveland State University’s
and PEP’s Internal Review Board approvals were issued. The data was deidentified and coded with a dummy identification. It included an archival pool of
739 student records, 263 were retained for use in the study based on availability
of all required data (i.e., no missing CAFAS scores). The demographic data
included age, gender, and race. The CAFAS data included all total and subscale
CAFAS scores for students who had at least three consecutive CAFAS
administrations (i.e., intake, and every six months thereafter). The sample was
limited to clients who were served in PEP’s regular day treatment programs.
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Data Analysis
The following is a description of the research design for this study:
1. The sample was described using descriptive statistics.
2. Paired t-tests were used to determine whether there was a significant
difference between the mean total score at intake (first CAFAS) and the
mean total score at third CAFAS administration (last CAFAS).
3. Paired t-tests were used to determine if there was a significant difference
in mean scores between first and last CAFAS administration relative to each
Tier type.
4. Analysis of variance (ANOVA) was used to determine if there was a
significant difference in CAFAS Tier score change when individual Tiers
were compared.
5. Finally, multivariate analysis of variance (MANOVA) was used to analyze the
pattern of differences in subscale scores for each Tier at the last CAFAS
administration.
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CHAPTER IV
RESULTS
The purpose of this chapter is to provide results of the analyses that were
conducted to investigate the utility of the CAFAS in identifying outcomes for PEP
students as a function of their CAFAS Tier type. Quantitative analyses were
performed and the results are reported in the following section.
The main independent variable used for this research was client Tier type.
Hodges (2004) described eight different Tier types; however only five were used
in this study due to sample size limitations. The main dependent variable used for
this research was CAFAS scores at the third administration, except for the
MANOVA which included subscale scores and Tier types as the main dependent
variables. Table 2 shows summary statistics for age, CAFAS score, and each Tier
type at first and last CAFAS administration. Figure 1 presents a slightly different
conceptualization of the sample demographics in the form of a graph summarizing
the percentage of the sample in each Tier, at first and last CAFAS.
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Table 2
Summary Statistics
Characteristic
Age

N

Mean

SD

Min

Max

263

12

2.546

6

17

Tier Type (first CAFAS)
Thought Problems

21

156.19 28.72

120

200

Self-Harmful Potential

62

137.42 27.64

80

200

Delinquency

52

127.12 21.99

60

200

Behavior Problems with

82

101.83 16.57

70

140

46

80.65

20.59

40

130

Moderate Mood Disturbance
Behavior Problems Without
Moderate Mood Disturbance
Total

263

120.64 32.21

30

200

Thought Problems

21

110.95 40.24

30

190

Self-Harmful Potential

62

95.65

37.05

30

170

Delinquency

52

99.23

40.09

20

190

Behavior Problems with

82

88.17

37.59

10

190

46

75

34.88

10

200

263

93.8

38.72

10

200

Tier Type (last CAFAS)

Moderate Mood Disturbance
Behavior Problems Without
Moderate Mood Disturbance
Total
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Note. Tiers: THP = Thought Problems; MSU = Maladaptive Substance Use; SHP = Self-Harmful Potential; DEL = Delinquency;
BPM = Behavior Problems with Mood Disturbance; BPR = Behavior Problems Without Mood Disturbance; MMD = Moderate
Mood Disturbance; MIL = Mild Mood and/or Behavior Problems

Figure 1. Bar graph showing percent of sample Tier type at first CAFAS and last
CAFAS
Statistical Analyses
Paired t-tests were used to investigate the differences between
independent and dependent variables in the first two research questions. For
these questions, the same groups were compared at first and last CAFAS
administration.
For the third research question, one-way analysis of variance (ANOVA) was
used to investigate the magnitude of score change difference between individual
Tiers at last CAFAS. Since this analysis compared means of more than two
dependent variables, ANOVA was the preferred statistical analysis (Guilford,
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1973). Post hoc analyses were conducted for statistically significant ANOVA
findings.
Finally, for the fourth research question, multivariate analysis of variance
(MANOVA) was used to analyze the pattern of differences in subscale scores for
each Tier at the last CAFAS administration. MANOVA was chosen for this analysis
due to the number of dependent variables being considered (i.e., eight different
subscales). For significant MANOVA findings, post hoc tests were conducted.
Assumptions for Statistical Models
There are two main assumptions for paired t-tests. First, it is assumed that
the data are from a population in which the measured variable is normally
distributed; second, the data are at least measured on an interval scale (Field,
2005). The first assumption, that the data were drawn from a normally distributed
sample, was not met in this study. That is, the sample was not random, but rather
a sample of a special population (i.e., students with ED). The second assumption
was met as the scores from the CAFAS represent an interval scale.
For ANOVA and MANOVA, three general assumptions should be considered.
First, the observations should be independent of one another. Second, data
should be normally distributed within each group; and third, the variances or
covariances in each group are roughly equal (Stevens, 1986).
The first assumption was clearly met as all CAFAS scores were independent
of one another. The second assumption was not met as stated previously;
however, it has been found that violations of this assumption have little effect on
the Type 1 error rate (Stevens, 1986). The third assumption of
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variance/covariance equality for the ANOVA was tested with Levene’s test of
homogeneity of variance. Results were nonsignificant, indicating that the
variances in the groups were relatively equal. For MANOVA, the homogeneity of
covariance was not formally tested. Further, it is notable that this assumption is
never precisely satisfied (Stevens, 1986).
Research Question #1: What is the Magnitude of CAFAS Score Change Across all
Tier Types (i.e., total score) Between First and Last CAFAS?
The purpose of this question was to analyze the entire data sample—
regardless of Tier type. Scores at first and last CAFAS were compared using a twotailed paired t-test. On average, the entire sample’s last CAFAS score was
significantly lower (first CAFAS: M = 91.63, SD = 38.720; last CAFAS: M = 115.86,
SD = 32.208) than the sample’s first CAFAS score, t (262) = 10.093, p < 0.05 (see
Figure 2).

Figure 2. Bar graph for first total CAFAS versus last total CAFAS
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Research Question #2: What is the Magnitude of CAFAS Score Change Relative to
each Individual Tier Type Between First and Last CAFAS?
The purpose of this analysis was to investigate the amount of score change
within each individual Tier. Two-tailed paired t-tests were used to address this
question. Four out of the five Tiers showed significant change between first and
last CAFAS. The only Tier that did not show significant change was the Behavior
Problems Without Moderate Mood Disturbance Tier. Results are presented in Table
3 and Figure 3.
Table 3
Research Question #2: Paired T-Test Results
Tier

Mean CAFAS Score

Mean

t

p

First

Last

Diff.

Thought Problems

156.19

110.95

45.24*

5.920

0.000

Self-Harmful Potential

137.42

95.65

41.77*

8.745

0.000

Delinquency

127.12

99.23

27.89*

5.075

0.000

Behavior Problems with

101.83

88.17

13.66**

3.430

0.001

80.65

75.00

5.65

1.192

0.239

Moderate Mood Disturbance
Behavior Problems Without
Moderate Mood Disturbance
*p < .001
**p < .01
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Note. Tiers: THP = Thought Problems; SHP = Self-Harmful Potential; DEL = Delinquency; BPM = Behavior Problems with
Mood Disturbance; BPR = Behavior Problems Without Mood Disturbance

Figure 3. Bar graph showing first total CAFAS versus last total CAFAS according to
individual Tier type
Research Question #3: What is the Magnitude of the Difference in CAFAS Tier
Score Change when Individual Tiers are Compared?
The purpose of this analysis was to compare the amount of score change
between each of the five Tiers. Analysis of variance (ANOVA) was used to
investigate this question. Preliminary results of the ANOVA indicated that there
were significant differences between the amount of change individual Tiers made
when they were compared, [F(4,258) = 10.179, p < .01]. Levene’s test was used
to assess the homogeneity of variance. The results indicated there was not a
significant difference in variance across the different Tiers. Bonferroni post hoc
tests were conducted on significant findings to further assess the differences.
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First, results showed that the Delinquency Problems, Self-Harmful
Potential, and Thought Problems Tiers had significantly more reduction in scores
between first and last CAFAS—than the Behavior Problems Without Moderate Mood
Disturbance Tier. Second, the Self-Harmful Potential and Thought Problems Tiers
had significantly more reduction in scores between first and last CAFAS than the
Behavior Problems with Moderate Mood Disturbance Tier. To further explore the
post hoc results, effect sizes (i.e., Cohen’s d) were calculated for each significant
finding. Cohen (1969) defines an effect size of 0.2 as small, 0.5 as medium, and
0.8 as large. The effect sizes show that three out of five significant findings were
large and the other two were medium. Post hoc and effect size results are
presented in Table 4.
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Table 4
Research Question# 3: ANOVA Post Hoc Results
Tier 1

P

Effect

Difference
-22.23*

0.03

Size
0.61

Lower
-43.12

Upper
-1.34

-36.12**

.000

0.99

-56.20

-16.04

-39.59**

.001

1.09

-66.76

-12.41

-28.12**

.000

0.77

-45.48

-10.75

-31.58**

.005

0.87

-56.82

-6.34

Tier 2

Mean

Behavior

Delinquent

Problems

Behavior

Without

Self-

Moderate Mood

Harmful

Disturbance

Potential
Thought

95% C. I.

Problems
Behavior

Self-

Problems with

Harmful

Moderate Mood

Potential

Disturbance

Thought
Problems

Note. Tier 1 and Tier 2 results are listed side by side in Table 5.
*p < .05
**p < .01

Research Question #4: What is the Pattern of Differences in Subscale Scores for
Each Tier at the Last CAFAS Administration?
The purpose of this question was to assess the pattern of subscale score
differences relative to each individual Tier at last CAFAS. A multivariate analysis
of variance (MANOVA) was used to address this question. Corresponding post hoc
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tests were used to analyze significant findings. The Wilk’s Lambda for this test
was .082 [F (8, 251) = 3.516 p = < .01]. This indicates that there was a significant
difference in subscale scores according to Tier type at last CAFAS administration.
Post hoc tests were computed to assess specific differences between Tiers and
final subscale scores, and finally effect sizes were computed for each significant
finding.
Results showed that at last CAFAS administration the Behavior Problems
Without Moderate Mood Disturbance Tier score was significantly lower than the
Delinquency Tier score on both the Home and Community subscales; and scored
significantly lower on the Moods/Emotions subscale than the Behavior Problems
with Moderate Mood Disturbance, Self-Harmful Potential, and Thought Problems
Tiers. The Delinquency Tier score was significantly lower than the Thought
Problems Tier on both the Moods/Emotions and Thinking subscales. Lastly, the
Behavior Problems Without Moderate Mood Disturbance, the Behavior Problems
with Moderate Mood Disturbance, and Self-Harmful Potential Tiers were all
significantly lower than the Thought Problems Tier on the Thinking subscale.
Specific Bonferroni post hoc results are presented in Table 5 and Figures 4-7.
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Table 5
Research Question #4: MANOVA Results
Subscale

Tiers

Mean

Effect

HRP

Compared
BPR
DEL

Difference
-6.35*

Size
1.05

CRP

BPR

DEL

-9.14**

CRP

BPM

DEL

CRP

SHP

CRP

p

Confidence Interval

0.02

Lower
-12.01

Upper
-0.70

1.51

0.00

-15.07

-3.2

7.66**

1.27

0.00

2.46

12.86

DEL

7.14**

1.18

0.00

1.63

12.65

THP

DEL

8.51*

1.41

0.02

0.93

16.09

ME

BPR

BPM

-5.49**

0.91

0.00

-9.74

-1.24

ME

BPR

SHP

-7.90**

1.31

0.00

-12.39

-3.42

ME

BPR

THP

-10.95**

1.81

0.00

-17.02

-4.88

ME

DEL

THP

-6.72*

1.11

0.02

-12.68

-0.76

THK

BRP

THP

-8.78**

1.45

0.00

-13.29

-4.27

THK

BPM

THP

-8.51**

1.41

0.00

-12.70

-4.33

THK

DEL

THP

-8.45**

1.40

0.00

-12.88

-4.02

THK

SHP

THP

-8.37**

1.38

0.00

-12.70

-4.05

Note. Subscales: HRP = Home Role Performance; CRP = Community Role Performance = ME: Moods/Emotions; THK =
Thinking. Tiers: BPR = Behavior Problems Without Mood Disturbance; BPM = Behavior Problems with Mood Disturbance; DEL =
Delinquency; SHP = Self-Harmful Potential; THP = Thought Problems
*p < .05
**p < .01
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Figure 4. Last CAFAS Home Role Performance Subscale for Behavior Problems
Without Moderate Mood Disturbance (BPR) and Delinquent Behavior (DEL) Tiers

Figure 5: Last CAFAS Community Role Performance Subscale for Behavior
Problems Without Moderate Mood Disturbance (BPR), Behavior Problems with
Moderate Mood Disturbance (BPM), Delinquent Behavior (DEL), Self-Harmful
Potential (SHP), and Thought Problems (THP) Tiers
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Figure 6. Last CAFAS Moods/Emotions subscale for Behavior Problems Without
Moderate Mood Disturbance (BPR), Behavior Problems with Moderate Mood
Disturbance (BPM), Delinquent Behavior (DEL), Self-Harmful Potential (SHP), and
Thought Problems (THP) Tiers

Figure 7. Last CAFAS Thinking subscale for Behavior Problems Without Moderate
Mood Disturbance (BPR), Behavior Problems with Moderate Mood Disturbance
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(BPM), Delinquent Behavior (DEL), Self-Harmful Potential (SHP), and Thought
Problems (THP) Tiers
In conclusion, the results of this study show that four out of five Tier types
realized significant score reduction between first and last CAFAS. Tier groups with
highest impairment (i.e., highest overall intake CAFAS scores intake) showed the
greatest amount of score reduction from first to last CAFAS. Lastly, the Thought
Problems and Delinquency Tiers remained significantly impaired on the Thinking
and Community subscales.
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CHAPTER V
DISCUSSION
The purpose of this study was to investigate the utility of the Child and
Adolescent Functional Assessment Scale in identifying outcomes for PEP students
as a function of their CAFAS Tier type. The conclusions of this study, drawn from
the results reported in Chapter IV, are discussed in this chapter. Significant
findings are interpreted; and limitations of the study are identified. Finally,
suggestions for future research are provided to contribute to the literature
currently available.
Research Questions
1. What is the magnitude of CAFAS score change across all Tier types (i.e.,
total score) between first and last CAFAS?
2. What is the magnitude of CAFAS score change relative to each individual
Tier type between first and last CAFAS?
3. What is the magnitude of the difference in CAFAS Tier score change
when individual Tiers are compared?
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4. What is the pattern of differences in subscale scores for each Tier at the
last CAFAS administration?

Discussion of Findings
This research investigated a sample of students served by the Positive
Education Program (PEP) between 1997 and 2008. In addition to adding to PEP’s
knowledge base, the intent of this work was to add to the research base of
outcomes for students with emotional disturbance.
The analyses that were conducted suggest that of the variables considered,
many of them appear to have been related to significant CAFAS score change over
time. The analyses also showed that overall functional impairment at intake was
related to the amount of score change over the treatment period (i.e., the
students with the highest total score at intake generally experienced the most
reduction between first and last CAFAS). And finally, this research showed that
different Tier types experienced more and less change in specific areas of
functioning. Specific results are presented in order of research question.
Research Question #1: What is the Magnitude of CAFAS Score Change Across all
Tier Types (i.e., total score) Between First and Last CAFAS?
This question was designed to investigate to what extent the sample—
regardless of Tier type—had score reduction over the course of the treatment
interval (i.e., between first and last CAFAS). A paired t-test was used to
determine whether there was a significant difference between first and last
CAFAS. Results showed that there was a significant difference between first and
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last CAFAS for the entire sample. This finding is consistent with PEP research
conducted in 2005 and 2006. In 2005, 252 regular day treatment clients’ first and
last CAFAS scores were compared. The mean length of stay for this group was
approximately 2.6 years. On average, a 26.59 point drop was evidenced (i.e., first
CAFAS = 114.38, last CAFAS = 87.79) (PEP, 2005b). In the current research, a
reduction in overall score of 24.23 points was observed between first and last
CAFAS (i.e., first CAFAS = 115.86, last CAFAS = 91.63) over the course of
approximately one year. In addition to this being a statistically significant result,
Hodges defines it as “clinically meaningful” (Hodges, 2003a, p. 60). Compared to
PEP’s 2006 report, results were similar. The 2006 PEP clients experienced a
reduction of approximately 26 points on the CAFAS over a time span of 34.5
months (i.e., first CAFAS = 114.2, last CAFAS = 88.2). Nine hundred eighty-nine
students were included in this sample (PEP, 2006b).
In sum, even though consistencies are evident across research, caution
should be used when comparing PEP’s 2005 and 2006 results to the current
research. First, the 2005 PEP sample of 252 clients all attended the same
treatment centers, and the average time between first and last CAFAS was 31.2
months. Second, the 2006 research sample of 989 students included special needs
populations (e.g., students with autism and mental retardation); and time
between first and last CAFAS was 34.5 months. So even though similar gains
consistently occurred across all studies, the time in treatment and populations
were at times quite different—making a direct comparison problematic.
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Research Question #2: What is the Magnitude of CAFAS Score Change Relative to
Each Individual Tier Type Between First and Last CAFAS?
In order to address this question, paired t-tests were used to compare the
progress made on each individual Tier between first and last CAFAS. Of the five
Tiers that were compared, all but one—the Behavior Problems Without Moderate
Mood Disturbance Tier—had a significant score reduction over the time span of
approximately one year; and three of the five Tiers (i.e., Thought Problems, SelfHarmful Potential, and Delinquency) made a “clinically meaningful” reduction in
scores (Hodges, 2003a).
Of the other Tiers that made significant score reduction between first and
last CAFAS, the Thought Problems Tier made the most, followed by the Self-Harm
Potential, Delinquency, and Behavior Problems with Moderate Mood Disturbance
Tiers. Interestingly, the more impaired the student was at intake, the more point
reduction he made over time with a minimum of approximately 13.66 to a
maximum of 45.24 points of improvement. It is possible that this phenomenon can
also be explained by the “regression to the mean” effect (Trochim, 2006). This
effect sometimes occurs when a nonrandom sample mean tends to move closer to
the actual population mean. For the Behavior Problems Without Moderate Mood
Disturbance Tier, there was simply less room to move resulting in a nonsignificant result.
In sum, the Behavior Problems Without Moderate Mood Disturbance Tier
was the only Tier that did not test significantly. That is not to say that there was
no score reduction as this Tier did have approximately 6 points decrease, and had
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the overall lowest scores at third CAFAS with a mean total of 75. So, even though
the reduction was not statistically significant, this Tier appeared to be the least
impaired at last CAFAS as a function of their total score. This Tier having the
lowest score at first CAFAS also left a smaller amount of room for improvement
than Tiers with the highest scores at first CAFAS.
Research Question #3: What is the Magnitude of the Difference in CAFAS Tier
Score Change when Individual Tiers are Compared?
In order to address this question, analysis of variance (ANOVA) was used to
compare the mean differences across the five Tiers. Results showed that the
Delinquency Problems, Self-Harmful Potential, and Thought Problems Tiers had
significantly more reduction in scores between first and last CAFAS than the
Behavior Problems Without Moderate Mood Disturbance Tier. Second, the SelfHarmful Potential and Thought Problems Tiers had significantly more reduction in
scores between first and last CAFAS than the Behavior Problems with Moderate
Mood Disturbance Tier.
To further explore the significant findings from this analysis, effect sizes
were calculated for each significant result. Effect size (ES) can be thought of as a
way of quantifying the size of the difference being measured (Coe, 2002). The
largest ES were evident between the less severe Tiers of Behavior Problems with
and Without Moderate Mood Disturbance and the most severe Tiers—Thought
Problems and Self-Harmful Potential. Again, these results show that the more
severe Tiers experienced significantly greater gains (i.e., reduction in total CAFAS
score) compared to the less severe Tiers. In other words, the more impaired
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students are at first CAFAS administration, the more likely they are to make more
significant gains.
In conclusion, the statistical findings in research question three further
expand upon the results in research question two. That is to say, the more
impaired a client was at first CAFAS, the more point reduction they experienced
over the span of their time in treatment; and the larger the effect their Tier
classification had in relation to their progress. So, the more room they had to
make improvement, the more they made. The less impaired they were at first
CAFAS the less progress students made between first and last CAFAS. However this
may mean that there is a “floor effect” at PEP. In other words, students can only
improve so much on the CAFAS in a day treatment setting (i.e., PEP).
Research Question #4: What is the Pattern of Differences in Subscale Scores for
Each Tier at the Last CAFAS Administration?
The purpose of this question was to investigate the amount of subscale
score differences at last CAFAS administration—according to Tier type. MANOVA
showed that there was a significant difference in the amount of subscale score
change according to Tier type.
Specifically, on the Home Role Performance subscale, which measures a
student’s ability to follow rules and perform tasks at home, the Behavior
Problems Without Moderate Mood Disturbance Tier scored significantly lower than
the Delinquency Tier. In addition, all other Tiers scored significantly lower at last
CAFAS on the Community Role Performance subscale. This finding is consistent

71

with this population of students often having comorbid conditions and being very
difficult to treat (Sommers-Flanagan, Sommers-Flanagan & Palmer, 2001).
On the Moods/Emotions subscale, which measures a student’s ability to
manage their emotions, the Behavior Problems Without Moderate Mood
Disturbance Tier scored significantly lower than the Behavior Problems with
Moderate Mood Disturbance, Self-Harmful Potential, and Thought Problems Tiers;
and the Delinquency Tier scored significantly lower on this subscale than the
Thought Problems Tier. This finding is consistent with the algorithm for
classification in the Behavior Problems with Moderate Mood Disturbance, SelfHarmful Potential, and Thought Problems Tiers which requires a moderate to
severe impairment on that scale to begin with—making their scores on these
subscales highest at first CAFAS. Lastly, on the Thinking subscale, all Tiers scored
significantly lower than Thought Problems Tier type. In other words, even though
the Thought Problem Tier type’s overall impairment was significantly less at third
CAFAS, their impairment on the Thinking subscale remained mildly elevated (M =
10.952) in addition to their overall highest level of impairment at last CAFAS. This
finding is consistent with research that suggests that severe mental illnesses (i.e.,
Schizophrenia) can be very difficult to treat (Bichsel, 2001; NAMI, 2000).
In conclusion, the Thought Problems and Delinquency Tiers not only had the
highest overall scores at the last CAFAS, but the scores on their defining subscales
(e.g., Thinking, Community Role Performance) remained significantly higher than
other Tiers at last CAFAS. In addition, all Tier types except Behavior Problems
Without Moderate Mood Disturbance continued to have elevated scores (>10) and
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some with moderate impairment (>20) on the Moods/Emotions subscale—even
after a period of one year.
Synthesis
In order to maximize the interpretation and utility of the current findings,
it is important to consider other relevant CAFAS Tiers research. The following
section reviews and compares Hodges’ original Tiers research with the current
findings.
First, in the current research, all of the Tier types examined had score
reduction over time, and only one of the Tier types did not have statistically
significant reduction—the Behavior Problems Without Moderate Mood Disturbance
Tier. Additionally, the Thought Problems Tier had score reduction between first
and last CAFAS; and showed the largest effect size when compared to Behavior
Problems Without Moderate Mood Disturbance Tier.
When these results are compared to Hodges’ research on the Tiers client
types (Hodges, 2003a), some consistencies are evident. First, there were
similarities in the composition of the samples. In Hodges’ sample, approximately
8% of the entire group was in the Thought Problems Tier, and the largest portion
of both samples was in the Behavior Problems with Moderate Mood Disturbance
Tier. There were also some differences between samples. Hodges’ sample was
significantly larger with over 4,000 subjects; and also included several more
clients in the Maladaptive Substance Use, Self-Harmful Potential, and Moderate
Mood Disturbance Tiers at intake.
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Second, the more severe Tier types (e.g., Thought Problems, Delinquency)
had the highest median scores at intake in both samples. It is notable though,
that the sample used for this research had higher median scores overall and
across Tier types. This is likely due to the differences in the samples. Hodges used
clients from a state mental health database of children receiving some kind of
mental health care; whereas the PEP sample is a very specific subset of children
with emotional and behavior problems that require placement and receive
treatment in a specialized setting.
Another important similarity evident in Hodges’ work and the research
presented here is that the entire sample’s last CAFAS score was significantly lower
than the first CAFAS score. For Hodges’ sample, a 23 point drop between first and
last CAFAS occurred. In the current research, a 27 point average drop between
first and last CAFAS was noted. Both findings were statistically significant and
“clinically meaningful” (Hodges, 2003a).
Lastly, Hodges noted that another way to assess client progress through the
use of client Tier types is to analyze how many Tier types at intake change to a
less severe type in time (i.e., last CAFAS) (Hodges, 2003a). In the current
research, the percentage of the Thought Problems Tier type clients (i.e., 8%)
remained the same between first and last CAFAS. The Self-Harmful Potential Tier
fell from 24% to 8% of the sample. The Maladaptive Substance Use Tier appeared
at last CAFAS with 1% of the sample. The Delinquency Tier fell from 20% to 18% of
the sample. The Behavior Problems with Moderate Mood Disturbance Tier fell
from 31% to 24%. The Behavior Problems Without Moderate Mood Disturbance Tier
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rose from 17% to 34%; and two other Tiers emerged—Moderate Mood Disturbance
with 1% and Mild Mood and/or Behavior Problems with 6% (also see Figure 1).
These results reveal that the most severe Tier, Thought Problems,
experienced the least improvement (i.e., to a lesser impaired Tier). It is possible
that this client type is so severely impaired at intake because the nature of their
problems is more long-term and pervasive (e.g., Schizophrenia). Therefore
moderate improvements over a year’s time are unlikely. The contrary may also be
true. That is, less impaired Tiers changed most in membership between first and
last CAFAS—possibly suggesting that the less impaired a client is at intake, the
more likely progress is in the short term.
Of these results, the Self-Harmful Behavior Tier’s reduction from 24% to 8%
stands out from all other Tier changes. This finding warrants interpretation. Many
of the items that make up the Self-Harmful Behavior subscale deal with selfinjury; for example, one item states “Non-accidental self-harm, mutilation, or
injury…” (Hodges, 2000, p. 8). It is likely that once students begin receiving the
support of day treatment services, their dangerous behavior is stabilized with
treatment—resulting in an improvement in functioning in this area.
Overall, these changes can be interpreted to mean that approximately 25%
of the sample changed from a more severe to a less severe Tier type. Further, 6%
of the sample had only mild problems at last CAFAS—compared to first CAFAS.
Limitations
Limitations of this research must be addressed; and may provide further
understanding of findings. There are three important limitations that will be
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examined. First, the CAFAS is subject to observer bias as many rating scales are
(Hill, O’Grady, & Price, 1988). The raters were not the same for each
administration; and raters had access to previous administrations. While it is true
that each rater should have had a reasonable level of CAFAS training, this
limitation is still noteworthy. Second, the sample only included five of the eight
Tier types. Therefore data is lacking on some of the more difficult-to-treat client
types such as Maladaptive Substance Use.
Lastly, the research timeframe was limited to approximately one year. A
greater time frame may have allowed for closer investigation of the patterns of
changes over the course of treatment. This is especially relevant because the
average length of treatment far exceeds the time that this study assessed (i.e.,
by two to three years).
Program Implications
The outcomes presented in this study suggest that the CAFAS is an effective
tool for monitoring treatment outcomes in this population. Over the course of
approximately one year’s time, all students made an average improvement of
more than 24 points (i.e., reduction in score) which is both statistically significant
and “clinically meaningful” (Hodges, 2003a); in addition to the score reduction,
6% of the sample only had Mild Mood and/or Behavior Problems at last CAFAS.
In contrast, some Tier types exhibited much less improvement than others
in specific areas of functioning. Specifically, the Thought Problems and
Delinquency Tiers continued to have the highest scores on the Thinking and
Community Role Performance subscales at last CAFAS. In order to improve
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treatment outcomes for these students, it may be helpful to anchor some of the
treatment objectives (e.g., IEP goals) to areas of significant impairment on the
CAFAS subscales. This may allow for a more closely linked need-to-treatment
model thus facilitating even better outcomes.
Future Research
Future research should focus on the limitations addressed in the previous
section. First, future research will be more applicable to the greater population if
a variety of ethnicities and more females are included. Studies involving similar
treatments in different locations (i.e., suburban, rural) may accomplish this goal.
Second, future research should include a large enough sample that each of
the eight Tiers is adequately represented. The current research lacked some very
important client types (e. g., Maladaptive Substance Use, Moderate Mood
Disturbance). Future research that focuses on these client types will further
explore the efficacy of the CAFAS in identifying outcomes for these specific Tiers.
Third, future research should investigate changes in scores over a longer
treatment period. The current research was limited to approximately one year’s
time due to data restrictions. It is possible that more progress is evidenced after
greater lengths of time in treatment—especially with the more severe client types
(i.e., Thought Problems).
Finally, future research should incorporate other independent and
dependent variables that may further help to explain client progress. For
example, current medications, home placement, age, gender, and number of
prior hospitalizations may prove to be predictive variables through regression
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analysis. In addition, a more in-depth analysis of subscale score patterns of
change and item analysis may be revealing and provide even further assistance
with treatment planning and outcomes assessment.
Conclusion
Since the passage of the Individuals with Disabilities Education Act in 1975,
students with disabilities have been entitled to a public education. Of those
children entitled to, and deserving of an education, students with emotional
disturbance are some of the most difficult to work with. Fortunately special
programs have emerged to treat the most difficult-to-work with students. One
such program is PEP in the midwestern United States.
The goal of this research was to investigate how the CAFAS could assess
student progress over time in general, and in relation to Tier types. The results
are promising in that all client types had score improvement over a relatively
short period of time—some more than others. Hopefully, this research will add to
the knowledge base for students with emotional disturbance since their outlook or
long-term prognosis is otherwise not so promising (Malmgren, et al., 1998;
Wagner, 2005; Wagner, et al., 1992); and more specifically provide PEP—an
already well-known and respected program—with relevant data interpretation
that can be used to further promote its clients’ outcomes.
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